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ABSTRACT
Recently; reports have ihdidated that, after years.of

steady decline, infant mortality has begun--to increase in a number of

communities. throughout the United_Statet. Many of these reports come
frOM areas experiencing high levels of unemployment: While the
dimensions and causes of thit problem ate not entirely understood;
strong indications exist that thit situation can be attributed to
some degree .to both the current recession and the cutbacks_in_those
health care programs_that_haVe inthe_past been effective.in helping
reduce infant mortality. To_assist members of the Congressional
Subcommittee on Health and the Environment; background information
was assembled for_thit_report. The information includep a discussion

of the causes of- infant mortality; data concerning infant mortality

and low_birth weight, and information on_federal programs affecting

maternal and child health. A glossary iir-spe&ific terms used in the

report is provided. (RH)
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LETTER OF TRANSMITTAL

Iftitr-o.: of 14:eitEsENTATivlis,
Suncommrrrlin ox HEALTH AND THE ENVIlt()N3II Ni', _ _

117aBliin gton, D.C., J ulw 9,R3.
JIGIN D. DINGELL,

C e emu n,C om mittce on E nero out Commerce;
ing ton; DX'.

I)I:.rtt tilt CHAIRMAN : TIPe attached report_prepared byt'Th.! C
,rressional Seice, dit the request of the_ SitFaiimit tee on
I fealth and_ the Environment, containshaekground informaticn ad_

shit istii it data oii t he problem of infant mortalitis-, This problelii is of
great concerti; tsperitilly in those areas now experiencing high levels of
unemployment and the effeets of the deep recession.

f believe this_ report will he extremely lielpful_to the Member of
this Energy and Committee in their understanding of the
ditneii,ions and causes of infant mortality. In p_articidar, the report
should he of great value as a resource clot ument_ for_oversight hearings
oil this issue. The Subcommittee is planning to hold such hearings this
'ongress.

IJENItY A. 117;xmAN,
Oka/Phi:on, S abcommittee oh //ealth,

and the Environment.



INTRODUCTION

1:(Trutly; thvrt._ liiiti bi.n disturbing; eport:z that, after years' of
ola dtline, infant mortality has begun to increase in it number of

les throughout thy country. Mairy of these reports come
from areas exprincing high levels-of 1111Vmployinent: In 'Alichigan,
for example, %%lrt unemployment is virtually at depression levels,
State officials have reported an increase in t infant _death rate for t he
I 9tio-11 period t hat is t he greatest since Nold War II.

While t he dimensions and causes of t his problem _are not entirely
understood; there are strong indications that. it can he int ribittvd, to
some degree, to but 11 the current recession and the etithael:s in t hose
health care programs 55_hich_liavy in the past,_ [wen effective iii helping
to reduce Iiifiuit 11101't al it y. 1:1W1111)10y111('Ilt , for example; liar resulted
lit the _loss; of health insurance for thousands_ Of pregnant women
ii'liii h, in turn, has forced t hem, in many cttsys, to deftly prenatabcare
or to forego it altogether. Cutbacks in health programs sfich as 31etli-
eaid. maternal and child health services. communit y healtlit.entersouid
family planning. have also resulted in loss of access to needed services. .

11 e as i t alit ion catinot 1 1 1 1 1 rd any setbacIts in otir tight aptinst infant
mortality. So inuli remains to by tone. femr example; even though our
national infant mortality ride in I OS.2 ( provisionally, 1 1.2 deatlis_per
1.1)0) hei births) etas t he lowest in oo history; it is still higher than
t hose of outer indust rialized nat ions, inhuling Sweden. _Japan.
Friiiice and Canada. Nloreover,_ t he infant mortality rate for Illat ks,
while declining; 1.1111:11ns iev as high as t hat for t he IVIIite
iiipulat ion. We must %vorkto eliminate these dilkivilces.

Noi. can 55e om.d t() ;wow th, e/voine &hil in national infant
mortality rates to distract Its from coin rury trend.; at the cotrummitx,
or The impact of the clivent i:eonoinie rcessionlias not
been spi.end evenly :timing all areas of the country. We need to learn as
much as possible athori1 t he infant mortality trends in HMS( IL11'115-1 horn

t of t lie ret pssion. lIrliee problems are identified, Sve must
respond quickly.

To itS.sist the Members of the ,Subcommit tee in understanding this
issia. 1 have_asked t Congressimuil heseitreli Service ((' 11S) of the
L'olyary of ('0,1(neess to assemble background information. The docu-
ment 551111 h follows inchides :XII as tliciission of Elie causes -of infrtnt_
mortality (2) infant 111(11tolity and luNv birth weight data anti
(3) information on Fder:II pro mills a fleeting Maternal
Ilea It h. .k glossary of certain terms used in the report is included as
%yell.

Thy t'onimittee wishes to express its appreciation to CRS for its
asSistaneo. If Esity A. WANmAN.i

Chairman.:
(V)



IFANT"MORTALITY

I. W4AT-1S- INFANT MORTALITY

Infant mortality is the death ni _a live born Infant under one

year of age, and is usually_ekpressed as a rate nr Loon live births.

Neonatal deaths, _or death. of infants under 28_days, account for about

)6 percent Of.leifarit_deaths..1/. The first year of life is the most

',IzavUous_priod.ontil age_65, 2/ Major causes of Infant mortality

are low birth weight and birth defects.

t II. CAUSES OF INFANT-MORTALITY

A. LowBirth Weight

Approximately two-thirds of_all_infant_deaths_occur In Infants
weighing less than 5.5 inionds (2:500 grams).ar"birth. 3/ _Low birth

weight Infants may be elther_premature;_that_is horn Uefore 37 weeks

of gestation, or full term but small for theft- gestational age. A

' number of fadfor-,, contribute_tolowbirthweIght, Including lack of

Or 066e prenatal eare;_paar_maternal nutrition, maternal age, bearing

Children at less than _two year Intervals, smoking and alcohol and drag

ame and abuse_;_and social and economic background.

Prenatal Care. Certain evidence indicates that a laCk_of pre-

natal care can contribute to women delivering low birth_weight

babies. 4/ Given no prenatal care, an expectant mothet is three_times

more Italy to deliver a low birth weight child. 5/ Prenatal care

helps Insure that (1) the expectant mother_maintains_good_health and

proper diet; '(2) any medical or other problems are_detected early and

promptly managed; and (3) the_expectant mother_is_educated about

health care and nutrition during pregnancyi_childbirth, and infant

care. According t'o AMertcan Collefte_of_Ohstetrlclans and Gynecolo-
gists (ACOG) Mandards, a pregnant woman should begin prenatal care

/

1/ H.S. Congress. Senate. Labor and Human Resources Subcom-

mittee on Child and Human Development. Oversight on Efforta to Re-

duce Infant Mortality and to'improve Pregnancy Outcome. Hearings;

96th Congre s, 2nd session. June 30, 1980. Washington, H.S. Govt.

Print, Off.,'1980-,---P. 68.
?.-./ U.S. Department of Health, EdUCation,_and_Welfare. Healthy

1"eople -- The Surgeon General'a Report on Health Promotion and

Disease Prevention. (Washington) 1979. _P,

3/ U.S. Congress. Senate. _Labor and Human Resources Subcom-

mittee on_Ciiild and Uuman Development, Oversight on Efforts to

Reduee Infant Mortality:and to Improve Pregnancy Outcome, 1980.

p. 68. _

4/ A .lanuary_1983 report by the Michigan Public_Health Department

noted that in 1978, approximately 10,000 of the 140,000_women who_gave

birth that year received less than 5 prenatal Vialta.___Of_these women

receiving less than 5 prenatal visits, 20.3 percent gave_birthto low

birth weight babies, compared to 5.7 percent for women receiving 6 or

more prenatal visits.
5/ U.S. Department Of Health and Human Services. Better Health

for Olir Children:__A National Strategy. The Report of the Select
Panel for the Promot -ion of Child H,alth, Vol. 1. 198P. p. 27.



during the first trimester and ideally should be seen at leant_once
every 4 weeks for the first 28 weeks of pregnancy, every 2 to_l weeks
until the 36th week, and weekly thereafter., Women with health
problems should be seen more frequently. 6/

Partly because -they are less lik,cly to receive prenatal care;
and often becaune of young age,_unmarried_women hear more low birth
weight babies._ nverall,qn_1980; the incidence of low birth weight
was twice as_high for_infants_botnout of wedlock (11%6 percent) than
for other infants (5.8 percent). 7/

Maternal Nutrition. Although an undernourished mother may
produce a healthy child, studies of nutrition of women during pregnan-
cy have shown a definite relationship between the 'adequacy of the

(mother's diet during ter/m3.n stages of pregnancy and the condi-_ _

I tion of the baby at. birth. Fetal growth is affected by maternal food
intake, as well as other changes that occur -in the- mother during
pregnancy. 8/ Infants born in a nutritionally deprived state_may_ex-
perfence such health problems as brain growth_retardation; and &flayed
bone calcification (the procens_by which_the bone becomes hardened
by the deponiting of calcium_salts). Infants that experience these
nutrition-related problems often expend their energy on staying
alive_rather than on normal growth and development. 9/

Because they are eating for two, pregnant women must. consume more
than the amount of nutrients needed in the pregravid state (prior to
pregnancy). obviously, a pregnant woman's diet should include items
from each of the traditional food groups of fruits/juices and vege-
tables; milk/cheese; meat/dry beans; and breads/cereals. An inade-
quate diet for a pregnant woman is usually low !n- certain - signifi-
cant food nutrients Ruch as protein, caIcium_and iron, and may be
missing one food group, such as milk, entirely. The number of _

servings and amounts a pregnant woman needs from each of these food
groups varies depending on several facturs,such as the individual's
age and wedght. A pregnant teenager; who is still growing; most
likely would_need more servings from these food groups than aoreg-
riant woman of 25.

Maternal Age. Maternal age is another determinant of infant
health. Teenage mothers are twice as likely as other women to give
birth to low birth weight babies. ID/ It is unclear why so many
teenage mothers bear premature or- low birth weight infants. It may

6/ American College of Obstetrics Gynecologists. Standards for

obstetric - Gynecologic Services,_1482. pp. 11-12.*
7/ Unpublished data, Natlonal,Center for Health Statistics, Pub-

lic Health Service,_ Department of Health and Human Services, 1983.

_ 8/ Hoekelman Robert A.; Saul Blatman, Philip A. Brunnel, Stanford
B. FrIedman. and Henry M. Seidel. principles of Pediatrics. McGraw -

8111 Booic Company. (New York), 1978, p. 363.
9/ Michigan Department of Public Health. The Impact of. Unemploy-

ment on the Health of Mothers and Children In Michigan, Recommendations
for the NaXion. January 1983, p. 17.

IG/AU.S Department of Health, Education_and:WeIfare. Healthy

Prople Surgeon7General's Report on Health Promotion and Disease
Prevention, p. 3-7.



he that a girl's rearodOctive brgada may not be sufficiently mature_
to carry a baby without undue stress. A teenage_mother_is also less

likely to haVe a balanded diet and regular_grenatal_care. il/ Low
birth Weight I. also increased for womeh giving_birth after age 35.

-
Frequency of Giving_Birth, _Bearing children at frequent inter-

vela, particularly at intervals of less than 2 years, can affect
Iow birth weight; as well as other medical conditions which may
adversely affect the health of mothers and children. These condi-
tions incjude_, among others,'hemorrhage, and rupture of the uterus. 12/

Smoking-and-AIcoho4-and Drug Use and Abuse. Smoking, and

alcohol and drug use and abuse during pregnancy can affect the
infant's health status. Smoking slows fetal growth, doubles the__
chance of low birth weight, and increases the chance of stillbirth,_
According to some itudiei; Smoking maybe a significant_ contributing
factor in 20 to 40 percent_of law birth weight_infants_born in the
United States and Canada. 13/ No safe levels exist for the intake
of aIdehel and most legal or illegal drugs during pregnancy. Certain

evidence indicates that even small amounts of alcohol or drugs When

ingested by pregnant women at critical points in,the baby's develop-
ment in utero can cause premature delivery, low birth weight, and

serious illness or birth defects in infants. 14/ _ _

Soria-l-and-Economic Background. Socioeconomic and_racial_factora
also contribute to the incidence of low birth weight babies. More,_low

birth weight babies are born to families of other_races than_to White

fimilies. Twelve to fourteen percent of Black, Hispanic,_and_Native
American births result in 164_bi-th weight babiee_but only_5_03_6
percent of White infants weigh leas than_5,5 pounce. 15/ _Accordirm_to

erase studies, socioeconomic factors_may have_aamuchinfluence as race
in deterMining an_infant's birth weight: Certain reports indicate
rnat the birth weight of middle income Blacks is comparable to middle

income Whites. 16/
It has been suggested that the primary influence Of socioeconomic

status may be its impact on low birth weight, rather than as an inde-

pendent determinant of infant mortality. 17/ One of the most useful

measures of socioeconomic status is the mother's educational attain-

ment. A1980 Department of Health, Education, and Welfare study

11/ U.S. Department_Of Health; Education, and Welfare. The Low

Birth Weight Baby, May 1976. .0 3._ _ _

12/ Michigan Departtent_of_Public Health. The Impact_of Unemploy-

ient on the. Health of Mothers and Children in Michigan, Recommenda-
tions_for the Nation. p. 17.
_ 13/ U.S. Department of Health, Education, and Welfare. Healthy

People -- The Surgeon General's Report on Health Promotion and Disease

Prevention i p. 3-7.
14/ Michigan Department of Public Health. The Impact_of Unemploy-

ment on the Health of Mothers and Childria In Michigan. Recommenda-

tions for the Nation. p.
15/ Ibid.
16/ Ibid.
17/ Hadley, JaCk. Mere Medical Care; Better Health? Urban Insti-

tute Press. (Washington), 1982, p. 36.

2 1-3 5 3 0 - 83 -



sited the motherly eaocatimal attainment as roe of the most critical

factors correkating with birth weight, 18/ In 1980, the proportion

of infant, of 1 w birth weight horn to mothers with 16 years or more
of education was half that of infants born to mothers with less than

years of education. 19/

B. Birth Defects

AhOnt Unit Sixth of all infant deaths Are related to birth de-

feCt4. These defects include congenitalphysaal abnormalities,
Menfal.retardation; anti genetic disorders. The congenital defects
most likely to cause death include malformations of the brain and
spine; heart defects, and combinations of other serious abnor-
malities. 20/ -Although it is not always possible to isolate the speci-
fic cause of a given birth-defect, about one fourth of che cases are
thought to be of genetic origin, while another 10 percent are attri-
buted to environmental factors. In the mWrity of cases, the cause
is unknown, hut researchers suspect that the interaction_between ge-
n0,1c and environmental factors plays an Important role -in the
development of many congenital and prenatal_ problems. 21/___

Although more than 2;000 genetic disorders_existi_onlvabout
20 cause the major genetic diseases_in_thiscountry. Several

Mtthir types of genetic dis.ease are responsible for most illness and

de;ith. They_are chromosomal aberrations (such as those responsible
for Down syndrome); some brain and spinal cord abnormalities (such as
certain of the neural tube defects), defects related to particular
ethnic groups, sex-linked defects, and metabolic disorders. 22/

Down syndrome Is associated with the presence of an extra ehromo-
some, and occurs in about one of every 1,000 births. Children with
Down syndrome experience various physical defects, some of which re-

quire lifelong>care. 23/ Among the most - frequent- as

sot laced with Down syndrome is- congenital heart disease._ 24/__ Tliaddi-

[ion, 15 to 30 percent-of children with_severemental_retardation who
live beyond age In Sriff6r from Down syndrome. 25/ The risk of

18/ P.S. Department of Health, Education, and Welfare. Factors

Associatedswith Low Birth Weight. (Hyattsville, Md.) April 1980, p. 2.
19/ Unpublished data, National Center for Health Statistics,-Pub-

lie Health Service, Department of !health and Human Services, 1983.

20/ 0.S. Congress. Senate. Labor and Human Resources_Sub-

46 committee on Child and Homan Development. -,.!Nersight on Efforts to
Reduce Infant Mortality and to Pregnancy Outcome, 1980; p. 69.

2-1/ Ibid.
22/ Ibid. p. 71

23/ 0.S. Department of Health; Education, and_ Welfare. Healthy

People -- The Surgeon General's Weport on Health Promotion and Disease
Prevention, p. 3-9.

24/ Hoekelman; Hobert A., Saul Blatman,Philip A. Brunel',
Stabiord B. Friedman; :tile Henry M. Sudel. Principles of Pediatrics,

p. 352.

25/ U.S. Congress. Senate. Labor and Homan Resources Subcom-

mittee on Child and Human Development. Oversight on Efforts: to Reduce

Infant Mortality and to Improve Pregnancy Outcome, 1980; p."71.



hearing a Down syndrome ,h1Id Inc teases with maternal age, especially

atter age la.
Neuti1 robe defects occur when there Is a lack of development of

part , rti, the ta 1 nervous system or its skeletal protection, fhese

detects l4rInde spina bifida (literally, a "cleft spine), various

other Malformations of the neural tuba, and anencepha 1 y very4smal 1 or

anseuf %.:.-12 and hra In) . 4hcat 2 In every 1,000 infants suffer_from

these defects; half of whom die in the newborn period. These defects

are 2.5 times more likely to occur In WafteS Haan In other racial

group,s24/
lyfects related to particular ethnit groups include Tay-Sachs

disease, sickle cell anemia. and Cooley's anemia_;_among others.

Tay-Sachs occurs moat frepientlY among Jewish_famIlfes of Pastern

European descent.. The diseatie Is caused by accumulation of a fatty

substance in the brain. Tay-Sachs children appear normal at birth,

but die by age 5 .is A result of severe mental retardation and pro-

gressive deterliat4finn. 27/ Sickle cell anemia, in which red blood

cells are damaged because of altered stability of their herafoglobia

content, occurs most frequently among Blacks. 28/ Cooley''s amenia,

or thalanSemfa; also affects the hemoglobin molecule but_fn 8 dl(-_

ferent manner. The anemia is most common among Creeks, Italians or

°chef* individuals of Mediterranean descent. Another genetic disease,

which is more prevalent in Whites, is cystic fibtottis, _This_dfsease

causes abnormal production of mucus, resulting In chronic lung ob-

struction and disability during childhood
and_earlv_adult life. 29/

Sex-linked defects include such - congenital_disorders, as some

hemophillas and certain of the muscular dystrophies, which. affect.the

sons of mothers who carry an abnorMal_X chromosome. Hemophilia

results in blood clotting deficiencies.
Muscular dystrophy result4 in

gradual muscular weakness and wasting. 314/__

The best -known metabolic disorder Is PK0 (phenylketonuria). This

genetic disorder results in an enzyme deficiency which allows the

amino acid phenvlalanine to accumulate abnormally. As a result;_wlth-

_ not proper diet; brain function Is Impaired and mental retardation can

occur_. 31/
Exposure of the fetus to infections

orAoxic_agents during preg-

nancy; particularly during the first ttImester;_can_also cause birth

defects. infections such as rubella (German Measles) when they affect

.fal U.S. Department of Health,_Educatfon,and Welfare. Healthy

People the Surgeon General's Report on Health Promotion and DiSeaSe

Prevention, p. 3-10.
27/ Ibid.
28/ Ibid. _
29/ 0.5._ Congress. Senate. Labor and Human Resources Snhcom7

mittee on Child and Human Development. Mversight on _Efforts to Rechice

infaht_Mortalfty and to Improve Pregnancy Outfome, .1980i p. 72.

_ 30/ U.S. Department of Health, EduCation and Welfare. Healthy

People -- The SuOgeon General's Report
on Health Promotion and Disease

Prevention, p. 3-11.
31/ Ibid.



a_mother dul,ing the first trimester, can caute congenital malforma-
tions as_well as atillbitCh and mlscarriage.-1Expoeure to radiation
and chemicals In the workplace or_other environment, as well as to
drugs and alcohol have also been linked to birth defects. 32/

C. orhe-r-factors

Other factors causing infant death include birth injuries,
difficult labor, and conditions which.may result in a lack of adequate
oxygen for an infant. Sudden Infent,Death Syndrome (SIDS), which
causes certain babies, without Apparent cause or warning, suddenly to
stop breathing and die, can occur after an apparently uncompliCated
pregnancy and birth.1.`_ According to some authorities, SIDS is one of
the leading causes of death fp, truants nlder than one month. 33/

. I

32/ Ibith
33/ Ibid. O. 3-15.

I
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III. iNfANT MORTALITY AND LOW MIRTH WgIGH1 DATA

This section presents aelected available data by:_

I) State_and region, according to race; for the three average
annual periodn. 1967769; 1972-74; 1977-79, and (provisional
data) for 1980; 1981; 1982;

2) selected cities; illcordIng to race, for 1970, 1975, and 1979;

1) race for the total United States, 1940-1982, and-by race_or
national origin for the total United States, 1970 and 1975;

4) selected industrialized nations, 1970, 1975; and 1919/1980; and

5) percent low birth - weight by race for the United Staten and each
State, 1975 and 1980;

A. Limitations on Data

The latest available f-i-nal infant mortality data are_for 1979.

Because the pravtatona4 data (1980; 1981 and 1982),,are_coIlected for the

individual States by place of occurrence, and the final data are calcU:-__

elated back to the place of residence of the mothers and infants; the two

sets of data or! not completely comparable. 34/' Another important cdn-
steration in analyzing infant mortality data Is that rates can tend to
vary greatly from year to year,_especiall y at the city and State

levels. 35/ This is in part a function of the reldtively small num-
bers of cases used Ao calculate both city and State rates. It is for

this reason that table 1 is presented in terms of 3-year annual averages
for the periods 1967-69; 1972-74.1977-79; and 1980-82. in thin way, some

of the random annual variations may he compensated for over time.

34/ Telephone conversation with Dr. Joel_gleinman, National Center
for Health Statistics, Department of Health and Human Services; April 28,

1983.
15/ Ibid.

Provisional data are based on place of occurrence, rather than place of

residence.

1
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While the overall trend in infant mortality rates for the past 30
,ears in the United States has been downward, this does not preclude the

ssibllity that there nay he geographic pockets .or certain population
groups in which the rates have actually Increased during a given inter- .

val within that time period.

The overall downward trend in tOtal.U.S. _Infant mortality is best

illustrated In table 4, which_prenents final data, by race, for a 30

,-ar period, (The provIsionaldiata in table 4 for 1980, 1981, and 1982

also In::!..8te that this trend Is continuing.) Perhaps the most strikink,

tact. illustrated by the table is that the Black infant mortality rate
aa been_mitch higher than the White infant mortality rate over the

.:tire 10 year perlo,t; and in most case, has been almost twice as high.

tdenause the overall rates for both races have been declining at about

,ame rate, this nearly 2.:1 ratio has continued.

The-higher Black infant mortality rates'may be at_Ieast partly
re.,,,n,ible for the regional differences in rates,. as_illuarrated.ln
:anle, 1 and 2. For example, the South Atlantic and East South Central
';t,uv',, have shown consistently higher total infant mortality rates, and

they nave a higher proportion of Black infants.

Ttle data for individual cities included in table 1 do not necessarily

t ,hid -region, 1 trend; althoughi as mentioned above, the relatively
d.titoara_of rani, upon which city rates are calculated make these data

Oamparahle.

International oomparisons of selected infant mortality_data are
ho, in tables n and oa. The United Staten has consistently ranked

:he low to middle range amativ the 11 selected industrialized nations

or rye years presented.

The trends in incIlence of _low_birth weight shown in tables 7

iNJ have not shown 3S draiSatic a.decllne as have the trends in total

lndint moriali v. lthough- infants' weight at birth contributes signifi-

-Antiv to theft sorvival and. health throughout infancy and early childhood,

the greatly improved survival of low birth weight infants has reduced

mart rates More than morbidity rates in this area.



. Infant Mortality Rates By State; According to Race

AS shown in table I. over the_three average annual periods, 1967-69,
I972-74;_and 1977-79; the total infant mortality rate steadily declined

for all 50 States and the District of Columbia. The U.S. total infant

mortality rate declined from 21.7 to 17.6 per 1,000 live highs between

the 1967 -69 and 1972-74 periods (a 19 percent Hecrease) and from_I7.6 to

13.6 pet. 1;000 live births between the 1972-74 and 1977-79 periods (a 23

percent decrease).

Over the same three Periods [Ile White infant mortality rate steadily

declined as well, except c,r_Alaska's_rate, which fluctuated. The U.S.

White infant mortality rate declined from 19.1 to 157 per 1,000 live
births between the first.two periods (an 18 percent decrease), and from
15.7 to 11.9 per 1,000 live births between the last two periods (a 24

percent decrease).

The U.S. Black infant mortality rate steadily declined over these
three average annual periods in 42 States, while it fluctuated in:

Alaska
District of Columbia
Idaho
Rhode Island
South Dakota
Utah
Vermont
Wyoming

and_eciad in North Dakota. The total U.S. Black infant mortality rate
declined_ from 36.1 to 28.2 per 1,000 live births between the first two
periods (a 22 percent decrease), and from 28.2 to 22.8 per 1,000 live

births between the last two periods (a,19 percent decrease).

Provisional data in table 2 show that_the U.S. totaI infant_mortality
rate declined from 13.6 to 11.2 per 1,000 live births between the 1977-79

and 1980-82 periods (a 17.6 percent decrease). jAccording to this data

infant mortality rates declined for all States except Utah (an increase of

10.7 to 11.3_per I,000_Ilve_births) and the District of Columbia (an increase

of 25.6 65_ 25_.9 per 1;000 live births) during this period. As shown In

table 2, the_highest infant mortality rates for 1980-1982 were found in the

District of Columbia, South Carolina, and Mississippi. Provisional data

according to race is not available.

s.
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Table 2.

INFANT MORTALITY RANKS* _

Rank

PROVISIONAL
UNITED

INFANT MORTALITY RATES ACCORDING
STATES, AVERAGE ANNUAL

1980-1982

TO_STATE:
1980-1982t*

Rates***

1

2

3

4

5

Wyoming -_

-Idelho; Vermont
--

Wisconsin
New Hampshire

6.5
7.9

8;4

6 Montana t 9.1

7 Maine 9.2

8 South Dakota 9.3

9 Washington 9.6

10 New Mexico 9.7

11 Iowa, Kansas 9.8

12 --
13 Minnesota 9.9

14 HaWaii_
10.0

15 Massadhusetts 10.3

16 California 10.5

17 r Colorado 111;6

18 Nebraska
1'6.7

19 Arkansas; Connecticut 10.8

20 ---

21 Maryland t
11.0

22 Ohio 11.1

23 Oklahoma, Utah 11.3

24 ---

25 Indiana, Pennsylvania 11.4

26 ---

27 New Jersey, Oregon 11.5

28 ---

29 Rentatky 11.6

30 Nevada
11.7

A ranking of #1 indicates the lowest infant mortality rate.

#* Provisional_data by place of occurrence. Infant mortall rates are

/deaths under 1 year per 1,000 live births in a specified area.

* These provisional average annual
infant, mortality rates are based on

a simple average of the rates for each of the years 198071982. Final

rates are determined by dividing the total- number of infant'deaths for

the three year periOd by the total number of births.

Source: COmplIed by the U.S. Department of Health and Human Services.

Ptiblid_HdaIth Service. National Center for Health Statistics,

May, 1983.

2 1-3 5 3 0 - 83 - 3 i 6
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Table 2. (continued)

INFANT MORTALITY RANKS*
PROVISIONAL INFANT MORTALITY RATES ACCORTING-TO STATE:

44-

Rank

UNITED

/

/
/

/

(
.

\

\
',.-:,

STATES, AVERAGE ANNUAL 1980-1982**

1180-1982 Rates***

31

32

33

34

35

36

37
38
39

40
41
42

43
44

45

'5
47

48
49

50

51

Texas
Arizona _ _

Rhode Island
Delaware _ _

MiChigan; Virginia
---

Alaska
Wesr-ZirAinia

,-----N-11 Dakota -.

New York
Georgia
Florida
Missouri
Illinois' 7
North Carolina

I

Louisiana, Tennessee

, ,AIabama
/

Mississippi /
Sopth Carolipa'

--Diatric_t_or-Columbia

11.8
12.0
12.2
12.3
12.4

12;5
12;6
127
13.0
13.3
13.5
13.6
13.8
14.0
14.1

14._
15;3
15;4
25;9

A ranking of #1 indicates the lowest infant mortality rate.
Ao

** Provisional data by place of occurrence. Infant mortality rates are

deaths under I year per 1,000 live births in a specified area.

*** These provisional average annual infant mortality rates are based on

a simple average of the rates for each of the years 1280-1982. Final

rates are determined by dividing the total number of infant deaths for

the three year period by the total number of births.

Source: Compiled by the U.S. Department of Health and Human Services.

Public Health Service. National Center for Health Statistics,

May, 1983.
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D. By Selected Cities *

Table 3 preserts infant mortality rates in 1970, 1975 and 1979 for 26
cities whose populations were 500;000 or more in 1970. These are the cities

for which the_National Center for Health Statistics has collected data. 'As

_xplained earlier; the annual variation is more pronounced at the city level

because the numbers of infant deaths used to calculat4hrates tend to be smaller

than for the States. The same overall downward trends in infant mortality
rates may be observed, however, in spite of the effect of this variation. ____

Similar discrepancies beween "White" and "All Other" races may also-be observed.

* NOTE: Data are not avilable for the rural areas associated with these

selected cities.
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Table 3.

INFANT MORTALITY RATES FOR 26 CITIES OF 500,000 POPULATION:* 1970
(Rates per 1,000 Live Births)

City Writs All Other TotAI

Baltioore
Boston
Chicago
Cleveland
Columbus, Oh.

22.07
17.88
20-.03

2(L17
16.27

28-.42

3683
34.46
30.35
23.51

25.74
22.70
26.75
24.73
17.85

DiIISA 18.11 32.24 '' 22.79

Denver ;7.82 17.29 17.75

Detroit 17.79 29.11 24.0Z

Houston \10.10 25.16 21:69

Indianapoll 20.56 23.91 21A3

Jacksonville, Fla. 15.63 33:13 20A9
Kansas City, Ho. 19.37 30:74 22.83

Los Angeles .1620 2765 19.48

Memphis I6A7 23.72 20.35

Milwaukee 1520 30.50 18.81

Nev Orleans 20.60 30.22 26.11

New-Yokk _ _ 17.60 29.88 21.48

PhilAddIphiA 22.48 34.05 27.60

Phoenix 14.09 23.50 14.91

Pittsburgh 19.40 38.08 25.29

St. Louie 15.06 34.82 25.26

San Antonio 19.30 25.54 I9A3I

San Diego 17.82 '' 26.29 19:16

San Francisco 17.25 15-.93 16.70'

Seattle 18.12
-

30.22 20.57

Washingt61, D.C. 36:32 29.52 29.09

Source: Mortality Statistics Branch, Division of Vital Statistics,
National Center for Health Satiatics. Vital Statistics of

the United States, v. II, Mortality. (Published and un-

published cilta.)

* Population as of 1970

2
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Table 3. (continued)

INFANT MORTAL/Ty RATES FOR 26 CITIES OF 500,000 POPULATION: 1975
(P :es per 1,000 Live Births)

City White All Other
7"-z-

Tema/.

Baltimore 21.8 25;1 23.9

Bolton 14.6 21;0 17.1

Chicago 17.0 30.8 24.0

Cleveland 19.1 24.4 21.7

Colupbus, Oh. 16.4 28.0 19.4

Dallas 15.3 20.9 17.5

Denver 12.1 24.0 14.1

Detroit 15.6 22.2

Houston __ 13.1 Z 2 17.0

Indianapolis 12.0 22.2. 14.7

Jacksonville, Fla. 12.4 26.4 16.8

Kansas City, Ho. 14.9 27.7 0;5

Los_Angele 10.9 22;0 13.9

Memphis 14.5 200 18.1

Milwaukee,
.

13.9 20.2 15.9

.

New Orleans 15.7 / 26.0 23.1

New York 15;4 23.1 18.3

Philadelphia 18.9 27.7 23.1

Phoenix 16.2. 24.2 17.1

Pittsburgh 17.4 28.9 21.5

St. Ldnii_ 17.1 27.2 23.2

Sit: Antonio 11.8 24.4 12.8

San Diego_ _
14.1 16.2 14.5

San_Francisco 10.1 12.0 11.1

Seattle 13.6 19.8 15.2

Washington, D.C. 22.1 30.1 29.0

saueaii Mortality Statistics Branch; Division of Vital Statistics,-
National Center fot Health Statistics. Vital Statistics Of

the_United_States, v. II, Mortality. (Published cod un-

published data.)

Population as of 1970
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Table 3. (continued -)

INFANT MORTALITY RATES FOR 26 CITIES OF 500,000 POPULATION: 1979
(Ratee per 1,000 Live Births)

City White All Other Total

Baltimore
Boston
Chicago
Cleveland
Columbus, Oh.

20.8
11.8
14.3

12.0
12.8

23.7
20.5
25.9
22,4
20.1

22.8
15.5
20.5
17.2
15.0

Dallas 12.8 22.1 16:4

%Denver_ 10.5 10.5 10:5

Detroit 17.5 22.9 21.3

Houston 11.7 17.7 13.7

Indianapolis 13.5 21:4 15.7

Jacksonville, Fla. 11.2 25.0 15.9

Kansas City, Mo. 14:5 24.3 18.2

Los Angeles 10:8 17.8 12.8

Memphis _9.8 21.1 16.9

'll. sukee 10.2 17.2 12.7

hew Orleans 13.4 23.5 20.9

New_York _ 13.7 18.6 -,e' 15.7

Philadelphia 14.9 21.4 k 18.2

Phoenix 15.1 24.9 16.2

Pittsburgh 13.4 30.0 19.1

St. Louis 13.0 26.1 20:9

San Antonio 15.0 14.6 ""- 15.0

San Diego 11.2 12:8 ' _9.7

San Francisco 12.4 11.4 11.9

Seattle 13.0 15.2 13.7

Washington, D.C. 5:5 25.2 22.2

Source: Mortality Statistics Branch, Division of Vital Statistics,
National Center for Health Statistica. Vital Statistics of

the United States, v. II, Mortality. (Published and un-

published data.)

Population as Of 1970
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E. ByRace and National Origin

As shown in table 4, the 30 year downward tr d_in 11:S. Infant mortality
for both Blacks and Whites has been at a nearlj, equal rate._ Because of this
equal rate of decline, the Black infant mortality rate remains nearly twice
as high as the White rate.

As shown in table 5,* id_1970 the Black infant mortality rate was signi
fieantlY higher than the total rate for both sexes. The American Indian infant

mortality rate_was slightly higher than the total rate for both sexes, while
the Chinese and Japanese infant mortality rates were lower than the total

rate for both sexes.

in 1975 the Black infant mortality rate continuedhto be significantly
higher than the total rate for both sere l( The male American Indian_infant
mortality rate was one and threefourths times as high as the total for both

sexes, while the female American Indian rate_ was slightly lower. The Chinese and

Japanese infant mortality rates were lower than the total rate for both sexes.

* Table 5 is based on the most recent available compiled data.



Table 4.

INFANT MORTALITY RATES BY RACE:- _UNITED_ STATES. 1940-82
(tates are deaths under I yeat per Loci/ live births in specified group)

.Year

infant mortality' rata

Mato Ms*

1
15112, :

IOU'.
1980
19792
19782
19772

1 97 6 2
2

197
19712
1973 2

1972P3
1971

35102
1969
1968
1967
1966
1965

1564 4-
1963

4
1962
1961
1960
1959

1958
1957
1956
1955
1954
1953

1952
1951
1950
1949
1948
1947

1945
1945
1944
1543
1942
1941
1940

11.2
11.7
U.S
13.1

14.1

25.2
16.1
16.7
17.7
11.5

.19.1

:20.0
20.9
21.8
22.4
23.7

:44.78

25.2
25.3
25,3
26.0
216.4

27;1
26.3
26.0
26;4
26.6
27.8

28.4
28;4
29;2
31.3
32;0
32.2

3175-
38.3
39.8
40.4
40.4
45.3
47;0

J

...
...
Vag
.4U13.8

12.0
12.3

13.3
14.2
14.8
15.8
I6.4
17.1

17;8
'18.4
19.2
19.7
20.6
21.5

21.6
72 .2

22.3
22.4
22.9
23.2

23.8
23.3
23.2
23.6
23.9
25.0

25.5
25;8
26.8
28.9
29.9
30.1

31.4
35.6
35.9
37.5
37.3
41.2
43.2

...

....-

21.8
23.1
13.4

25.5.
262
26.8
28.1
29;6
30.3

32.6
34.8
36.2
37.5
40.2
41;7

42.3
42.8
42.5
41.8
44;3
44.8

46.3
44.2
42.4
43.1
42.9
44;5

46.9
44.3
43.9
445.8

45.7
47.7

44.5
56.2
59;3
61.5
64.2
74.1
72.9

a.

1 Provisional dita.
2
3

Excludes deaths of nenresidents of tha United States.
5 Deaths based tn 2 50-percent maple.

Figures tri color excliZe date for retidenti Of NSW Alter.

SOUTCO: National Center for Health Statistics. Division of Vital Statistics

tl



Table 3.

INFANr_DEMS_(UNDER_I YEAR) AND_RATES By SPECIFIED RACE OR
_ NATIONAL ORIGIN AND SEX: UNITED STATESA 1970 AND 1975
(mortality rates per 1000 live births In specified group]

Total/All_races

197-0
Number

1975

NumberRete = Rate

Both Sexes 74,667 20.0 50;525 16;1

Male 42;847 22.4 28;812 17.9

Female 31,820 17.5 21;713 14.2c

White
Male 31;725 20.0 20,819 15.9

Female 23,151 15.4 15,254 12.3

Meek
Male _ 10,511 36.2 7;353 28.3

Female 8;176 29.0 6,056 24.0

Indian
Male 301 23,-.0 280 20.1

Female 268 21;0 211 15.5

Chinese
Male 39 9.8 20 4.7

Female 27 7.1 17 4.1

3apadeae
Nile 55 13.0 25 6.7

Female 32 8.0 26 7.0

Other races
Male 216 16;1 215 11.1

Female 166 13;4 149 8.3

1/ Includes deaths among Aleuts and Eskimos.

Source: Adapted_from U.S Department of Health, Education, and Welfare.

PUbIie_Health Service. National Center for Health Statistics.
Vital Statistics of the United States; 1970 (volume It _

Mortalityi_PartA, table 2-3); and 1975 (volume // Mortality,

A, table 2-3).

a



F% By Selected Industrialized Nations

_
As shown in table 6, infant mortality rates in certain developed couatrieh_

are comparable to each other. _These are the countries for which such comparable

data are readily available. The rates were obtained_from civilregiaters. The

U.S. infant mortality rate declined from 19.8 to II:8 per 1000 live births_be7__

tween 1970 and 1979/1980,-a 40_percent decline._ However;- out -of -14 industrial-

ized nations shown in table 5 for_the years 1970; 1975 and_1979/1980;the U.S.

infant mortality rate never eafiked_better than_eighth;._with_the rank of #1

indicating the 16%-d&iit infant mortality_rate._:Sweden__Norway, Denmark and Japan

have consistently ranked as the countries_withthe lowest infant mortality
rates. The highest infant mortality rates among theseselected nations have
been found in Poland and Italy (see table 6a).

'-'"



Table 6.

SELECTED

INFANT MORTALITY
INDUSTRIALIZED

RATES 1/_

NATIONS: 1970, 1975, 1979-1980

Country 1975 1979/19180 21

Austria 25.9 20.5 13.9

Canada 18.8 3/ 14.3 3/_ 10.9

Denmark 14.2 10.4 8.5

)

East Germany j 18.5 15.9 12;6

,.../

France --- 18.2 13.8 10.0

Italy 29.6 21.2 14.3

Japan 13.1 4/ 10.1 4/ 7.4

Norway 12.8 5/ 11.1 5/ 8.8

Poland 33.2 24.9 21.2

Spain 27.9 6/ 7/ 12.1 -6-/ T/ 11.1

Sweden ---11.0 8.6 6.7

united Kingdom 18.1 15,7 11.8

(England; Wales)

United States 19.8 16;1 11.8

West Germany 23.6 19.8 12.1

Infant are deaths of live-born infants under one year

of age; rates are per 1;000 live births.

Statistics on the number of infant deaths are Obtained from

registers unless otherwise noted.

2/ Data refer to 1979 or 1980; further breakdown is not readily

available.

3/ Includes Canadian resident§ temporarily in the United States,

but excludes U.S. residents temporarily in Canada.

4/ For Japanese nationals in Japan only.

5/ InclUdea residents temporarily outside the country:

6/ Excludes deaths of infants dying before registration of

births.

7/ Provisional data.

Sources: 1970 - Demographic Yearbook 1972, United Nations, 1973.

1975 - Demographic Yearbook_I978; United
Nations, 1979.

1979/1980 - 1982 World Population Data Sheet, Population

Reference Bureau, 1982.
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Table 6a

INFANT MORTALITY RANKS
SELECTED INDUSTRIALIZED NATIONS: 1970; 1975; and 1979/80

Rank** 1970 1975 1979/80

1 Sweden Sweden Sweden

2 Norway Japan Japan

3 Japan Denmark Denmark

Denmark Norway Norway

United Kingdom Spain France

6 France France Canada

7 East Germany Canada Spain

8 Canada United Kingdom United Kingdom/
United States

United States East Germany

10 West Germany United States West Germany

ll Austria West Germany East Germany

12 Spain Austria Austria

13 Italy Italy Italy

14 Poland Poland Poland

* a ranking of D1 indicates the lowest infant mortality rate.

** calculated from Table 6
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C. Ferdent LOW Birth Weight By Race: United States rulFarchS-tate

As shown in tables 7 and 7a, for all races between 1975 and 1980, the

percent low birth weight (with low birth weight defined as infants weighing
leas than 2,500 grams or 5.5 pounds) declined fo: the United States as a
whole, and for most States, while it rose for the following:

Alaska
Delaware
District of Columbia
Maine
Maryland
Tennessee

The U.S. total percent low birth weight declined from 7.4to 6.8 (a
decline of 8.1 percent) between 1975 and 1980.

For White infants, between 1975 and 1980, the percent low birth weight
declined for the United States as a whole, as well as for most States, while

the percent of low birth weights rose for the fonoWing:

Alaska
District of Columbia
Hawaii
Maine

and reialned the same for Tennesse. For the United States as a whole, the

percent low birth weight for White infants declined from 6.3 to 5.7 (S decline

Of 9.5 percent) between 1975 and'1980.

For Black infants, between 1975 and 1980, the percent low_birth'weight

declined for the United States as a whole as well as for most States, while

it rose for the following:

Arizona
Delaware
District of Columbia
Hawaii
Indiana

Iowa
Louisiana
Nebraska
South Dakota
Tennessee
West Virginia

and remained the same for Maryland and. Maddadhusetta.__For the United States

as a whole, the percent Itlir birth_Weight for_Black_infants declined from 13.1

to 12.5 (a decline of 4;6 percent) between 1975 and 1980.
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Tibia 7.

PERCENT LOW BIRTH WEIGHT BY RACE:

STATE IcIZ-RAGES

UNITED STATES AND EACH STATE. 1975

WHITE BLACK

United State 7.4 6.3 13.1

Alabama 8.4 6.4 12.2

Alaska 5.3 4.9 9.3

Arizona 6.6 6.4 10.9

Arkaneas 8.2 6.6 13.1

California 6.2 5.6 12.0

Colorado 9;0 8.8 15.4

Connecticut 7.0 6.2 13.4

Delaware 7;5 5.9 13.1

District of Columbia 12.4 5.6 13.6

Florida 8.1 6.5 12.8

Gadtgii 8.9 6.6 12.9

Heaven 7.7 5.8 9.5

Idaho 5.9 5.9 7.3

III/nolo 7.7 6.0 14.0

Indians 6.4 5.8 11.8

Iowa 5.6 5.4 11.8

Kansas 6.5 5.9 14.4

Kentucky 7.2 6.7 12.5

Louisiana 9.0 6.5 12.7

Maine 5;9 5.9 9.7

Maryland 8.0 6.2 13.0

Massach 6 7 6.5 10.9

Michigan 7;4 6.1 13.7

Minnesota 5.5 5.3 12.5

Missiesippi 9;5 6.5 12.7

Missouri .
7.2 6.0 13.8

Montana 7.1 7.0 6.1

Nebraska 5.9 5.6 12.4

Neraaa 7.1 6.7 13.1

New Haapshire 6.5 7.3

Haw Jireey 7.9 6.5 13.8

New Mexico 8.6 8.6 13.2

New York 8.0 6.7 13.0

North Carolina 8.7 6.7 13.4

North Dakota 5.4 5.3 9.7

Ohio 7.4 63 13.5

Oklahoma 7.4 6.9 13.3

Oregon 5.7 5.5 11.0

Pennsylvania 7.4 6t4 14.3

Rhode /stand 6.9 6.6 12.6

South Carolina 9;0 6.5 12.9

South Dakota 5;6 5.4 5.7

Tennessee 7;9 6.4 13.0

Texas 7;7 6.6 13.9

Utah 5.4 10.0

Vermont 6.4 6.5 6.3

Virginia 7.7 6.2 12.6

Waahington _ 5.9 5.6 h3.9

Wilt Virginia 7.4 9.9

Wisconsin 6.0 5.5 12.9

Uyoaing 9.2 9.0 18.4

Source: Compiled by National Center for HeulIth Statistics (Mar. 1983).
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Table 7a.

PERCENT LOW BIRTH WEIGHT DT RACE:

STATE ALL-- RAGES -

UNITED STATES AND EACH STATE. 1980

WHITE SLACK

United States 6.8 5.7 12.5

Alabama 7.9 5.6 12.0

Alaska Si' 5.0 6.3

Arizona C.2 5.9 11.1

Arkansas_ 7.6 5.9 12.7

California 5.9 5.2 11.4

Colorado 8.2 7.9 14.4

Connectinut 6.7 6.1 11.5

Delaware 7.7 5.4 15.6

District of Columbia 12.8 6.3 14.0

Florida 7.6 6.0 12.2

Georgia 8.6 6.4 12.4

Hawaii 7.1 6.0

Idaho 5.3 5.3 3.9

Illinois 7.2 5.4 13.6

Indiana 6.3 5.6 12.1

Iowa 5.0 4.8 12.2

Kansas 5.8 5.3 11.6

Kentucky 6.8 6.3 11.9

LouiLiana 8.6 6.0 12.8

Maine 6.5 6.4 7.4

Maryland 8.2 6.1 13.0

Massachusetts 6.1 5.7 10.9

Michigan 6.9 5.7 12.9

Minn:mots _ 5.1 4.9 t 12.1

Mississippi 8.7 5.8 11.8

MiatOUri 6.6 5.6 12.9

Montana 5.6 5.5 1.9

Nebraska 5.6 5.2 12.6

Nevada 6.6 6.0 11.6

New Hampshire 5.4 5.3 6.8

New Jersey 7.2 5.8 12.7

New Mexico 7.6 7.6 ,7.8

New York 7.4 6.1 12.4

North Carolina 7.9 6.1 12.2

North Dakota 4.9 .4.8 9.2

Ohio 6.8 5.7 12.9

OkLahoss 6.8 6.2 12.3

Oregon- 4.9 4.7 10.4

Pennsylvania 6.5 5.6 13.0

Rhode filidd 6.3 5.9 11.5

South Carolina 8.6 5.9 12.6

South Diktat" 5.1 4.8 7.6

Tennessee a.o 6.4 13.6

TWA 6.9 6.0 12.4

Utah _ 5.2 5.1 9.1

Vermont_ 5.9 6.0

Virginia- 7.5
54::

12.3

Washington_ 5.1 I0.2

West Virginia 6.7 6.4 12.3

Wisconsin 5.4 4.J3 12.7

Wyoming 7.3 7.2 16.4

anBy place of residince. Railed percent of births in selected

States and on 50 percent sample of_births in all other State..
aw Includes races other than white and black.

.

U.S. Dept. of Health and Human Services. Public Health Sarvice.

Ibitiodul Canter for Wealth Statistics. Monthly Vital Statistics
Report, v. 31i co. ai Supplament. Nov. 30. 1982. p. 24

Source:
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H. Summary

The alienable data ahoy that the U.S. overall infant mortality rate
has been steadily declining. Provisional data for 1982 indicate that

the rate Gas 11;2 deaths per 4000 Uwe births, the lowest Infant mor-

talitY rate ever 'recorded in the United States. Many factors can affect

pregnancy outcome. Several, including better nutrition, a decline in
smoking, wider availability of prenatal care, advancea in medical science,

and improved socioeconomic conditions, have contributed to decIinee in

Infant mortality rates.

As noted earlier, the Black infant morfaIffy_rate remains_nearly
twice as high as the White infant mortality rate. Several possible fac-

tors thought to contribute to this higher rate are highlighted in a com-

prehensive 1979 DHEW_tepett entitled;_Health_ Status of-fineri-t+e-a-any

Low-Income Croup 36/ The chapter on "Reproductive and Genetic Health"
an_anaIyeis of White vs. Nonwhite (including minority races

than_Bleck) maternal and infant morbidity and mortality. The

report poAts to such factors as higher teenage birth rates, more out

of wedlock'births, poorer prenatal care, adverse pre- and postnatal

environmental influences, and otqer socio-economic, cultural and

]

racial/ethnic disparities as conOributing to a higher proportion of
low birth weight infants, and a correspondingly higber rate of Infant

morbidity end mortality among racial/ethnic minorities.

Several physiological and sociological variables are
correlated with the incidence of low birth weight.
Gestation, birth order; prenatal cared maternal age,
marriage status, ,nd socioeconomic level are among

the correlates. . . Since the rates for out of wed-

lock births ind teenage fertility are higher among

the racial/ethni minorities, these groups are pre-
disposed to low birth weight as a health problem.: . . 37/ '

36/ U.S. Department of Health, Education, and_WIlfere;__ PUbIid

Health Service. Health Resources Administration. Off:tde_Of Health

Resources Opportunity. Health Status of Minorities and Low-Income

Croups. DREW Publication No. (HRA) 79-627. Washington; U.S. Govt.

Print. Off., 1979, 275 pages.

37/ Ibid., pp. 57-77;
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IV. FEDERAL FROGBAMS AFFECTING MATERNAL AND CHILD HEALTH

A number of Federal programs provide healthandrelated services

to mothers and Children. _However,;_no_Federal program is exclusively

targeted to decreasing infant mortality in this country. Three major
programs providing imalth_and_health-related services to children are
MediCei the Maternal and Child Health Services Block Grant, and the

Special Supplemental Food Program for Women, Infants and Children.

Others include Community Health Centers, Migrant Health Centers;

Family Planning. and Childhood Immunizations. In addition; the

Federal Government conducts certain research activities related to

infant mortality.

A. Medicaid

The Medieeld program; authorized_under_title XIX of the Social

Security Aet;_ie a Federal7State_entitlement program that purchases

Medical dare_for certain_low-income persons. WithinTederal guide-
Udell; each Stste_designe and administers its own program. Thus,

inibstantial Eariationexists among the States in terms of persons
covered; services offered, and amounts of payments for-euch services.

All States must provide Medicaid services to the "categorically

needy". In general, these are persons receiving assistance from the__

Aid to Families with Dependent Children (APDC)_ar_Federal_Supplemental
Security Income (SSI) program, for_the aged; blind; and disabled._

States may also cover the "medically needy".__These_are_persons who

are aged, blind, disabled, or_meMbers_of families_with dependent

children, and are aable_to afford medical_care, but whose incomes

(after deducting incurred medical expenses)-fall below the State
Medically needy etandard._Statea_having_medically needy programs
Must, at a minimum; provide_ ambulatory services for children and

prinifel.and delivery_services for pregnant women.

__ States are_required_to offer the following servicei to-categori-
cally needy recipients under their Medicaid program: inOefient_and

outpatient hospital services; laboratory and X-ray SerVidei;_akilled

nursing facility_(SNF) services for those over, age 21:_hemd health___
services for those entitled to SNP care; early and periodic screenin8.

diagnoels, and treatment (EPSDT)_for those under.age_21;_family_plan-

ning services and supplies; physicians' services;_rural health clinic

services; and certified nurse Midwife- services. Statea may limit the

amount, duration and scope of the_services they_offer (e.g., 14

hospital days per year 3_physicialvisits per month). In addition,

the Statde_day impose nominal cost.7sharing on all persons for -all

servidee_with certain major exceptions. These exceptions include;

emong.others, charges on children under age 18,_pregnany-teIeW
services, and_family planning services and supplies.

The Federal Government is required to match Whatever..States_spend

for covered services to eligible persons._ The Federal_Government's_

share of Medicaid is tied to a formuIa_which_is Inversely_re/atedte

the (per capita income of the States. _Federal_matching_for_services
varies from 50 to 78_percent._ Total Pf__1983.Medicaid costs are esti-

mated to be $35.5._Binion (Federal_-_$19.3 Billion; State $16.2

Billion). tn_1982, the most recent_year for which data are available,

Medicaid provided services to an estimated 9.3 million children under

age 21.
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B. Maternal and Child Health (MCH) Services Block-Grant

The Maternal and Child Health (MCH) Services Block Grant, author-
ized under title V of the Social SecurityAct,provides health care
servicei to mothers and children, including those with low income
or with limited access to health services. The purposes of the
block include, among others, reducing infant mortality, reducing the
incidence of preventable disease and handicapping conditions among
children, and increasing the availability of prenatal, delivery, and
postpartum care to low income mothers. _

Eligibility criteria_under the _Mock may be set by the_States___
themselves. States are allowed to Charge for services_proyided; how-
eVer; mothers and children whoge incomes fall_below_the_poverty level
(currently $9;300 for a family of, four) may not be charged for
services.

Staten determine the services to be provided under the block.
Services can include prenatal care, well-child clinics, immunizations,
vision and hearing screening, dental care, and family planning. They

may also include inpatient services for crippled erildren, screening
for lead-based paint poisoning, or counseling services for parents
of Sudden /nfant Death victims.

In FY 1983, 85 percent of the Keck grant appropriation is _al-
lotted among ;totes. Each-State's individual allotment_is based_on _

the proportion of funds allotted to all States in FY 1981 for_certain
programs_nOW indIdded in the block. These programs are MCH and crip-
pled Children'_6 services; supplemental security income services for
diSabled children; lead-based paint poisoning prevention, sudden
Infant death syndromei and adolescent pregnancy. For each $4 in
Federal funds States receive, they must spend $3 of their own funds.

A portion of the block's appropriation is reserved under a
Federal set-aside. In FY 1983, 15 percent of this appropriation is
reserved for MCH special projects of regional and national signi-
ficance (such an Improved Pregnancy Outcome projects), research and
training, and genetic dice -%se and- hemophilia programs. These pro-
grams are Federally adminivtered.

The MCH Block Grant received $373 Minion, ita full author17
zation level, in FY 1983 under a continding_resoIution.
the Emergency Supple-Mental Appropriations_bill;_will_providean addi7
[lanai $105 Minion for the block im_Fy 1983. No data are avail-
able on the numbers of pars ns served by the MCH Block nationwide.

C. Special _Supplemental Fo,d-Prog-ram--for-WomenT-1-mfants, and

Children (WIC)

The Special Supplemental Food Program for Women, Infants and _ '

Children (WIC) is authorized under Sec. 17 of the Child NOtrition_Act
of 1966, as amended, and is administered_by_the Department_of_Agricul-
ture (USDA). The program provides specified Supplemental fOode_fin
the form of actual_feed items, or_venchers for specific_food_items_
redeemable at local gocery Stores);_certain bealtb_pervicessuchas_
diagftbatle/ services (does not Include treatment services), and nutri-
tion education to- participants.

Program participants are low-income pregnant and postpartum
mothers, and infants and children through age 4 who are medically
certified to be at risk because of inadequate nutrition or poor
health or both. Income standards may be set by State or local



agencies operattng_programa; however, they may ner_be flit higher

thin the_reduced_price_school lunch income eligibility standards

(1.e.; 185 percent of the poverty level, currently $17;210 for

family of four), or lower than 100 percent ef_thie poverty leveli

($9;300 for a familyof'four). By law; beneficiaries are to receive,

at no Cost, supplemental foods containing proteins irony calcium,

vitamin A and vitamin C. These food§ are provided monthly and in-

clude milk, cheese, eggs, infant formula; cereals and fruit or

vegetable juices.
The Federal Coverntent_awards_grants to State Health Agencies

or comparable_agencies and
to_recognized_indian groups acting as State

agencies_te administer WIC programs. The States' funding formulas are

published each year_in_theFederaI-Regtater. No State matching is

required; WIC programs are operated mostly by local health depart-

tents:.
In FY 1983, WIC expenditures are estimated at $1.1_Billion.

In_FY 198% the most recent year for WhiCh data are availablei the

average monthly participation rate fa_WIC_toss_2;198;508 persons

(477,471 women; 623,225 infa'hts;_and_1;087.812 children). There

were 7,037 WIC clinics-in operation_in_FY 1982,
Also administered by the USDA_ is_the_Commodity Supplemental Food

Program (CSFP), a Tredecesdor to the_WIC_program, which currently

operates along Side of
or_in_plece_of,WICprograms in 21 project

areas. Persona ray participate in one or the other of these programs;

but may not partleipate-,in_both, The CSFP program also provides

food _to pregnantfand_post7partum, low-income women,
and_infants and_

childieft;__However;_the food items are commodities_perdhaaedin_bulk

by the USDA and shipped to warehouses operated bY_Statea or local

operators. WIC food items are usually purchiadd in_local grocery_

Stores by the agency providing the henefita; I1 addition;_no Federal

eligibility criteria exists for the CSFP Program. State and local

agencies establish such criteria inelUding_income_eligibility.

There were 25 CSFP projecte in_FY_1982.. _Total expenditures for

the CSFP program are estimated at.$35.7_million for FY 1983. The

annual average monthly participation rate in these projects was

126,365 (26,110 women; 23;837 Infants; and 76,418 children).

0. Other Programs

1. Community Health Centers

S,-c. 310 of the Public. Health Service (PHS) Act,provides grants

to public and nonprofit private entities to Operere_community health,

centers (CHCs). These centers provide_ comprehensive health services

in low-income urban and rural dottunities_orneighborhoods which

have been designated as medically
underservedAreas.. CHCs offer a

range of'primary health services
on_rn_ambulatory basis, including

diagnostic, treatment, preventivei_emergency,
transportation, and

preventive dental_Services; and_can_arrange
and pay for hospital and

other supplemental services in certain circumstances.



'Ai Of_Odt. 1,_1982,_States could begin administering CHCe
tinder_the Primary Care Block Grant; authorized under Title XIX of
the PHS However; in December 1982i, a District Court judge
issued a permanent injunction prohibiting the Department of Health
and Human Services (DHHS) from awarding grants under the Primary Care
Block Grant. As a result, these centers will continue to.be adminis
tered by the Federal' Government until the injunction is dissolved.
In FY 1983, CHCs will receive $295 million tu.der a continuing resolu
tion. P.L. 98-8 will provide an additional $65 million for CHCs and
migrant health centers in FY 1983 to expand the availability of es
sential health care aervices for the disadvantaged and unemployed,
including those in rural towns and villages. _The At requires that
$5 million of_this_sum be for the provision of home_heaIth services
at_centers. In addition, centers may_appIy up$to 20 percent_of these
additional funds_for_the purchase of inpatient hOsPital services for
delivery and postpartum care to pregnant women.and infants who have.,
no other source of payment for care.

There are now 588 rural and urban CHC grantees serving about
4.5 million medically underserved urban and rural residents. About
58 percent of the medical users of CHCs are women between the ahes
of 20 and 44 and children under age 15.

2. -Migrant Health Centers

The migrant health centers program, under Section 329 of the PHS
Act, provides grants_to public and nonprofit private_agencies for
the operation of health _clinics for both_migratory_and_resident
seasonal farm workers_living in communities which e erience influxes

of migrant workers. These centers offer primary _he lth services.
The program will receive $38.1 million in FY 1983 der a conJr
tinuing resolution. P.L. 98-8 will provide an additional $65 million
fOr migrant health centers and CHCe in FY 1983 (see dibcussion under
CHCi as to how these funds will be allocated). Migrant health
centers, which number 128, will serve approximately 394,000 persons
(252,160 migrants; 141,840 seasonal farm workers) in FY 1983. An
estimated 60 percent of the medical users of migrant health centers
are women between the ages of 20 and 44 and children under age 15.

3. Family Planning

The_family_planning program; title X of the PBS Acti authorizes
support for family planning clinicsi training of family planning
personneli and development and dissemination of family planning and
population growth information to all persons desiring such inflr
mation. Most of title X's funding ie awarded to public or non
profit, private agencies to operate family planning clinics. Services
offered at these clinics typically include medical examinations,
counseling, pregnancy tests, information and education activities,
birth control, natural family planning,,and infertility services.
In FY 1983, the program will receive $124.I_miIlion_for 88 project
grants to directly support approximately 4,000 clinics, as well
as for training and information and education activities. Approxi7
mately 3.3 million women and teenagers ../1.11 receive family planning
services under the program in FY 1983.
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'Ai Of_Odt. 1,_1982,_States could begin administering CHCe
tinder_the Primary Care Block Grant; authorized under Title XIX of
the PHS However; in December 1982i, a District Court judge
issued a permanent injunction prohibiting the Department of Health
and Human Services (DHHS) from awarding grants under the Primary Care
Block Grant. As a result, these centers will continue to.be adminis
tered by the Federal' Government until the injunction is dissolved.
In FY 1983, CHCs will receive $295 million tu.der a continuing resolu
tion. P.L. 98-8 will provide an additional $65 million for CHCs and
migrant health centers in FY 1983 to expand the availability of es
sential health care aervices for the disadvantaged and unemployed,
including those in rural towns and villages. _The At requires that
$5 million of_this_sum be for the provision of home_heaIth services
at_centers. In addition, centers may_appIy up$to 20 percent_of these
additional funds_for_the purchase of inpatient hOsPital services for
delivery and postpartum care to pregnant women.and infants who have.,
no other source of payment for care.

There are now 588 rural and urban CHC grantees serving about
4.5 million medically underserved urban and rural residents. About
58 percent of the medical users of CHCs are women between the ahes
of 20 and 44 and children under age 15.

2. -Migrant Health Centers

The migrant health centers program, under Section 329 of the PHS
Act, provides grants_to public and nonprofit private_agencies for
the operation of health _clinics for both_migratory_and_resident
seasonal farm workers_living in communities which e erience influxes

of migrant workers. These centers offer primary _he lth services.
The program will receive $38.1 million in FY 1983 der a conJr
tinuing resolution. P.L. 98-8 will provide an additional $65 million
fOr migrant health centers and CHCe in FY 1983 (see dibcussion under
CHCi as to how these funds will be allocated). Migrant health
centers, which number 128, will serve approximately 394,000 persons
(252,160 migrants; 141,840 seasonal farm workers) in FY 1983. An
estimated 60 percent of the medical users of migrant health centers
are women between the ages of 20 and 44 and children under age 15.

3. Family Planning

The_family_planning program; title X of the PBS Acti authorizes
support for family planning clinicsi training of family planning
personneli and development and dissemination of family planning and
population growth information to all persons desiring such inflr
mation. Most of title X's funding ie awarded to public or non
profit, private agencies to operate family planning clinics. Services
offered at these clinics typically include medical examinations,
counseling, pregnancy tests, information and education activities,
birth control, natural family planning,,and infertility services.
In FY 1983, the program will receive $124.I_miIlion_for 88 project
grants to directly support approximately 4,000 clinics, as well
as for training and information and education activities. Approxi7
mately 3.3 million women and teenagers ../1.11 receive family planning
services under the program in FY 1983.

0 -;)


